Current Symptom Review

Feeling of incomplete bladder emptying: Y /N Urine stream that starts and stops: Y /N Straining to urinate: Y /N
Continued Dribbling of urine: Y /N Returning to urinate again within 15-30 minutes after previously urinating: Y /N
Changes in Libido: Higher / Lower / Same Erectile function: no problem / no problem if using medication / problems
Rate average energy past week (1=low, 10=high): /10
General Symptoms vif  No Problem Issue details: circle one N =new, C = chronic. - Please provide details /changes.

a)  Fevers/ Sweats a) N/C->

b) Intolerance of cold b) N/C->

¢) Intolerance of heat c) N/C->

d)  Vision change d) N/C->

e)  Sinus or ear symptoms e) N/C->

f)  Chest Pains f) N/C->

g)  Heart Racing 2) N/C->

h)  Leg swelling (edema) h) N/C->

i) Shortness of breath i) N/C->

3 Cough ) N/C>

k)  Nausea or Vomiting k) N/C>

1)  Abdominal Pain )] N/C->

m)  Discomfort w/ urination m) N/C->

n)  Joint Pains n) N/C->

o)  Balance problems / Falls 0) N/C>

p)  Difficulty with memory P) N/C>

q)  Tremor o) N/C>

r)  Headaches r) N/C~>

s)  Skin rash or skin lesions s) N/C~>

t)  Hair Loss t) N/C->

u)  Bleeding / Bruising u) N/C->

v)  Allergies V) N/C->

w)  Insomnia W) N/C->

X)  Anxiety X) N/C->

y)  Depression y) N/C->
Bowel Movements: Perday ~~ OR Perweek

Urinating at night: none OR # per night



